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K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| k147
Electrical wiring and equipment is in accordance . . .
with NFPA 70, National Electrical Code. 9.1.2 How the corrective action(s) will be
accomplished for those residents
found to have been affected by the
This STANDARD is not met as evidenced by: deficient practice.
Based on observation, it was determined the .
facility failed to maintain the electrical equipment. The electric panel front cover plate
o was secured on 11/17/13. The
The finding included: food cart was immediately
1. On 9/30/13 at 11:05 AM observation within the removed from in front of the
dietary area revealed the electric panel front electrical panel on 9/30/13.
cover plate was loose,
2. ON 9/30/13 at 11:08 AM ob tion within th How the facility will identify other
. at 1. observation within the . . :
dietary revealed the dietary electric panel was residents having the p oten'tlal to be
blocked with a food cart. affected by the same deficient
practice.
These findings were acknowledged by the
Agirninistratqr and ver[ﬁed by the Mainienance All resident have the potential to
Director during the exit interview on 9/30M13. be affected. The electric panel
front cover plate was secured on
11/17/13. The food cart was
immediately removed from in
front of the electrical panel on
9/30/13. Dietary staff will be in
serviced on no blocking electrical
panel in the dietary department by
11/7/13. A Maintenance Audit
will be used to ensure compliance.
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K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 What measure will be put in place
Electrical wiring and equipment is in accordance or systemic changes msfde t‘{ ensure
with NFPA 70, National Electrical Code. 9.1.2 that the deficient practice will not
recur.
This STANDARD is not met as evidenced by: The electric panel front cover plate
Based on observation, it was determined the was secured on 11/ 17/13. The
tacility failed to maintain the electrical equipment. food cart was immediately

removed from in front of the

The finding included: electrical panel on 9/30/13. A

1. On 9/30/13 at 11:05 AM observation within the Maintenance Audit will be used to

dietary area revealed the electric panel front ensure compliance.

cover plate was ioose.

2, On 9/30/13 at 11:08 AM observation within the How the facility will monitor s

dietary revealed the dietary electric panel was corrective actlons to ensure the

blocked with a food cart. deficient practice is being corrected
and will not recur,

These findings were acknowledged by the

Administrator and verified by the Maintenance . Lo
Director during the exit interview on 9/30/13, A Maintenance Audit will be used

to ensure compliance and will be
reviewed by the interdisciplinary
team five times a week for two
weeks, weekly for two weeks and
monthly for two months. The
maintenance audit will be
reviewed by the Quality Assurance
Performance Improvement
Committee. Maintenance Director
or designee will report findings of
audits and observations in the
monthly Quality Assurance

Performance Improvement
meeting for three months for
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her safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 da
flowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147

suggestions and follow-up as

Electrical wiring and equipment is in accordance needed.
with NFPA 70, National Electrical Code. 9.1.2

117/13

This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facility failed to maintain the electrical equipment.

The finding included:

1. On 9/30/13 at 11:05 AM observation within the
dietary area revealed the electric panel front
cover plate was loose.

2. On 9/30/13 at 11:08 AM observation within the
dietary revealed the dietary electric panel was
blocked with a foog cart.

These findings were acknowledged by the
Administrator and verified by the Maintenance
Director during the exit interview on 9/30M13.
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